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research over the past 20 years demonczhlamydiain Glasgow, Kinret al (March
strating that pencil and paper tests argourna)? raise some important issues.
Smithet al (April Journa)® are to be con- poorly predictive of actual clinical perfor-  Their results confirm what has previ-
gratulated on their admirable survey onmance were also overlooked. We wouldously been suggested: a selective, oppor-
beliefs about higher professional educaparticularly take issue with the authors’tunistic screening programme based on
tion (HPE). assertion that ‘psychometric tests ... [oflactive involvement of already overbur-
However, they are mistaken when theyproblem solving ... have good predictive dened primary health care teams is unlike-
say that the Wessex HPE courses havealidity’ for clinical problem solving abili- ly to succeed.Even if such an approach
been discontinued. They are very mucHy. Van der Vleutehhand Norman and was coup!ed with a substantial investment
alive and | am facilitating a new group atRegeht summarise the powerful evidencein education and extra resources, we are
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present. Further information on theseagainst this assertion.

courses is available from the Wessex
Faculty office.
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sceptical about its probable success. A
research team of committed, enthusiastic,
and extremely knowledgeable primary
care sexual health specialists managed to
reach less than 30% of their target popula-
dtion in a recent London study using this
model? Adequacy of sampling is a rela-
tively simple issue to address through
training; poor coverage and consequent
negligible population impact is a more
fundamental problem. This is compound-
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Competency model for general
practice

We wish to commend Pattersen al
(March Journal)! on their endeavour to

describe a competency model for general ™

practice. We fully support their view that
it is important to be able to describe not
only what we do but also what our
patients want us to do. We are also grati-
fied that they have provided further sup-
port for the validity of the component con-
sultation competences contained within

the Leicester assessment package whiclChlamydia screeningin primary
although reported in théournal six years care

ago?was not cited in this paper.

We are dismayed that the authors’ liter-The issue of screening f@hlamydia tra-

The evidence for the effectiveness of
selective screening confined to women is
not as strong as Kinet al suggest.
Methodological problems in the study
they cite were highlighted in subsequent
correspondence tdhe New England
Journal of Medicing In addition, the sys-
tem of primary care within which this
study was undertaken is very different to

¢ the National Health Service.

The Department of Health seems to be
more open-minded on all these questions
than the original report to the Chief
Medical Officer might have led them to
be. In parallel with the pilot studies of the
opportunistic, selective approach, the
ChlamydiaScreening Studies Group has
been commissioned to look at some of the
wider issue8.A small study from Bristol
has shown systematic, register-based
screening of men and women involving
home-mailed, self-collected samples to be
feasible® A new study will investigate the
effectiveness of this approach, which has
the further advantage of minimal extra
workload for primary care, among 18 000
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ature review and your referees failed tochomatisin primary care is an important men and women in the Midlands and
identify this omission. Furthermore, the and topical subject. In their report of a sur-south-west of England. This study will
findings of a large corpus of educationvey of knowledge and practice aroundalso address the other issues highlighted
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by Kinn et al of the most appropriate sam- screened is fairly comprehensive.patients used it as a means of consulting
ples and tests and the most effectiveHowever, a population report from thethem? In the interim, patients found the

means of partner notification. It will also United States suggests that no single riskelephone convenient for making appoint-
explore an important area they did notfactor or combination of risk factors can ments, asking for therapeutic advice,
mention: the patients’ perceptions of theidentify more than 42% of infections in enquiring about test results, requesting a

costs and benefits of being screened.
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The report by Kinret al (March Journal)®

the populatior®. | am therefore of the home visit or obtaining repeat
opinion that all sexually active females medicatior? It is in this latter area that e-
should be screened, rather than the seleenail is finding its first use in contempo-
tive policy of screening only the sexually rary practice. E-mail consultations have
active under-25s or the over-25s who havéhe attraction of being non-time specific,
had more than one partner in the precedef leaving a better ‘paper trail’ than tele-
ing 12 months. phone consultations (as illustrated by
The deadline for testing will only be Neville et al), and of offering links to
utopian if those who are expected to deliv-other medical sources of information on
er the services are ill-equipped to do sothe Internet. GPs are worried about being
Current GPs’ and Practice Nurses’ educaoverwhelmed by further uncontrolled
tion in this regard must be accepted agatient demand for advice and information.
inadequate and further training put in Telemedicine may also become an
place before the full implementation of theimportant part of this distance consulting
guidelines. process. Globally, it has proved to be use-
ful where there are barriers of time and
distance’ In the primary care setting,
community-based care may be enhanced
with convenience for patients and the
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Childwall potential for skills transfer and medical
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L16 4PH Neville et al are right to highlight
medico-legal concerns about consulting at

References a distance. The Medical Defence Union

1. Kinn S, Macnaughton J, Noone A, Scoular
A. Chlamydia trachomatis primary care:
knowledge and practice in Glasgdsr.J
Gen Pract2000;50: 214-215.
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has issued a warning to GPs who advise
patients by e-mail, suggesting that they
should ensure the communication is
secure and follow-up individual casgs.
This advice is echoed in guidelines pub-
lished by the American Medical
Information Association Internet Working
Group’ Their guidelines addressed two
interrelated aspects: how to have effective
interaction between the clinician and the
patient and the observance of ‘medico-
legal prudence’. The guidelines examined
e-mail between patient and provider where
there was an existing ‘contractual relation-
ship’ (doctor—patient relationship) in
The article by Nevilleet al (March  which the health care provider has taken
Journa)* examining practical issues sur-on an explicit measure of responsibility
rounding e-mail consultations highlights for the client’s care. While based in the
an expanding role for consultations at acontext of American medical practice,
distance, including telephone consulta-where 1% to 2% of physicians offer an e-
tions, fax, and telemedicine. The expan-mail access to their services, these guide-
sion in these types of consultation is parlines could form the basis of guidelines for
of a changing background driven by consulting at a distance in British general

2.

3.

E-mail consultations

makes very interesting reading. The neecdvances in technology and telecommunipractice. We feel that such guidelines

for population screening fa€Chlamydia

cations, which have seen almost universatould be important and useful and allow a

trachomatishas been recognised for access to the telephone and a rapid expagafe and effective expansion of these
sometime now. The difficulty with select- sion in personal computer ownership. Ourforms of consultation.
ing the most cost-effective screeningpatients are also consumers living in a 24-
method has been a considerable drawbackour society and are becoming aware of

Their survey shows that the Departmenian increasingly global culture.
of Health’s (DoH’s) view that ‘the exist- We feel that, currently, GPs’ attitudes General Practitioner
ing educational system for Generalto e-mail consultations are similar to theirDromore Doctors Surgery
Practitioners confers adequate competencgpproach to telephone consulations oveb0 Gallows Street
in Chlamydiascreening in primary care’ 20 years ago. GPs at that time felt that théromore
may be flawed. There is no doubt that theelephone was a useful tool when theyCo. Down
DoH's check list of those who should betook the the initiative but a nuisance whenBT25 1BD
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tices. Though by no means an exhaustive
list, we hope that it is informative to prac-
tices considering embarking on a venture
to becoming paperless.
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Waring's article (Januaryournal)! London
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dinated move towards paperless workinge-mail: slusignan@drs.desk.sthames.nhs.uk
in general practice. The report presents the

constraints identified by practice man-

agers and indicates possible solutions.

We have deliberated this issue withinWoodbridge Hill Surgery
our primary care research gréuhrough  Guildford
discussion grougd and offer a comple- Surrey
mentary but broader perspective on the
constraints (Table 1). We also present pos-
sible solutions and timescales that shouldPortslade Health Centre Medical Practice
be considered by practices wishing toWest Sussex
migrate towards becoming paperless prac-

Overcoming the constraints to
becoming paperless

SALLY WELLS

MAGGIE DOBSON

ALISTAIR HOWITT

Table 1. Overcoming the constraints to becoming paperless.

Constraint Solution

Timescale/comment

No time to keep paper
and computer records
simultaneously.

Unrealistic to do both — if newly computerised,
progressively phase out the use of notes as indicated.

Unable to find key clinical
data in electronic records.

Training, especially in the use of clinical cédes.
Join a data quality group and get feedback; e.g.
CHDGP to raise data quality.

Lack of access to long-
term written records.

Phase-in shift to computer records. Meanwhile

add one key piece of summary data to the computer
record each consultation.
Make sure records can be ‘fast-tracked’ to consulting
rooms if needed.

Lack of access to pathology
and X-ray results.

Join a pathology — link projects to get automatically
delivered electronic results.
Scan results/reports that can't be delivered electronically.
Direct manual data entry.

Lack of access to hospital
letters and reports.

Scan the text into the patients notes.

E-mail from consultant to GP (subject to correct
security in place).
Scan letters as images.
Manual coded summaries.

Invest in electronic clinical measurement software as
part of the migration to paperless practice.

Finding clinical measurement
records on paper (e.g. ECG,
spirometry etc).

How to access clinical
knowledge and know-how.

Connect to a primary care information portal
(NeLH-PC) via NHSHRet.
Provide in-practice electronic library.

Constraints to paperless administration

Make sure repeat prescribing is accurate
in the first year
Record key preventive and diagnostic
data (year two); Stop written records.

An on-going commitment.

Stop providing notes for appointments
booked on the day for three months.
Stop providing written records for patients
booking new appointments (6 months).
Stop providing written records.

Electronic pathology should be available
for more than one year before removing
access to the written record.

Recommended to have at least one year's
letters electronically archived before
moving to noteless practice.

Phase in introduction of: spirometry,
ECG, INR software etc. Make integral, if
possible, with practice clinical system.

Access to information can provide early
benefit, though other steps are not
dependent on it.

Finding electronically
recorded information.

Provide in-practice electronic library.
Circulation of documents as e-mail.

Communication by paper. Use e-mail, electronic diaries and scheduling software.

Use e-commerce, bank-line and electronic accounts.

Simultaneous sending of information to
whole practice team is efficient.

Phase introduction.
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tested in this study. Indeed, non-fundhold- Primary care groups are required to

Tonbridge ers have been shown to use SSRIs as develop primary care. One element of this
Kent percentage of all antidepressants at a ragerocess should be the creation of protected
similar to cost-conscious fundholders. time in the working day for practices and
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understanding among all primary care
clinicians about the interpretation and
application of research findings.

If PCGs can aim to facilitate a culture
change that provides effective protected
time for clinicians, while working closely
with their local research network, this
would be a powerful combination. It will
facilitate not only locally owned and
locally relevant R&D but also raise the
standard of primary care as a whole.

Prescribing costs

Avery et al (FebruaryJourna)?® report that
GPs working in practices with either high
or low prescribing costs had different Primary care groups and research
views on a number of statements concern-
ing substitution with comparable but Thomaset al (FebruaryJourna)*® are cor-
cheaper drugs. The three therapeutic areagct in asserting that collaboration Huw CHARLES-JONES
were SSRIs, nitrates, and modified releasgetween primary care groups (PCGs) andrhe School of Primary Care
NSAIDs and were chosen from the Auditprimary care research networks offers arkRysholme Health Centre
Commission report.This 1994 report exciting opportunity for the development \waimer Street
identified savings of over £425 million for of multidisciplinary, locally owned, and \anchester
England and Wales if all GPs were to predocally relevant research. They stress thagj14 sNP
scribe in the same way as 50 ‘good practhe process will take time to bear fruit. E-mail: huw.charles-jones@man.ac.uk
tices’. Two of the themes chosen byOne of the reasons for this, and one of the
Avery et al (use of isosorbide dinitrate barriers to PCGs effectively supporting References
rather thgln mononitrate and using fgwer ofesearch and develppment (R&D), is the 1 thomas P, Kai J, O'Dwyer A, Griffiths F.
the modified release NSAIDs) contributed present culture of primary care. Primary care groups and research net-
a potential saving of only £5.5 million  In a survey of research capacity in pri-  works: opportunities for research and
(1.3%) to the overall total of £425 million. mary care, Campbekt al (December gg‘ég‘%%f“gl”_tg'g contexgr J Gen Pract
Clearly, the use of SSRIs as firstline treat-Journa)? identified a lack of skills among 5 ‘Campbell SM. Roland MO, Bentley &,
ments for depression would influence, toprimary care practitioners, which seemed  al. Research capacity in UK primary care.
some degree, the cost of prescribingto be compounded by inadequate training  BrJ Gen Pract1999;49: 967-970.
However, treatments for depressionopportunities and an absence of protected
account for only about 6% of total GP pre-time. This reflects a wider problem in pri-
scribing costs. mary care, in which time spent away fromCorrection

It may well be that if the practices cate-the ever-widening ‘coal face’ of clinical There were several errors in a letter from
gorised as high-cost had prescribed ircare is both difficult to achieve and under-Michael D’Souza et al entitled ‘Dermaclinic:
these three areas in a similar manner to amalued. As a result, reflective practice,preliminary triage by GP specialoids?’, which
average Trent practice they would still personal development, and practice develappeared in the March issue of the Journal
have been classed as high-cost, simplppment are consigned to time outside théP29e 238). In the first paragraph, ‘fermatol-
because the use of SSRIs, nitrates, andormal working day. In order for primary 9y should read ‘dermatology'; in the foot-
modified release NSAIDs contributes little care to develop and flourish, these activi"ot: ‘WWW'md.'mranet'nhSWEb'nhs'Uk thUId

- , ; -~ read ‘nww.mdintranet.nhsweb.nhs.uk’; and,

to practices overall_ costs. Hence, we musties need to be part.of the normal working, 5o in the footnote, ‘www.agora.co.uk’ should
not assume that high-cost prescribers arday for all GPs. This creates a challenggead ‘www.agorahealth.co.uk’. We apologise to
high-cost simply because of their attitudefor PCGs but one that they are well placedhe authors for the errors and for any confusion
towards the three therapeutic substitution$o meet. they may have caused.
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